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An Ecological #ramework for Intervention with
: /
Young Handicépped Chiildren and Their Families |

in Rural Areas: Th§ Family, Infant and Toddler (FIT) Project

~

Harris Gabel

[
i
f

“u

George Peabody College of Vanderbilt University Toa
N - SN .
. . = .

" The Family, Infant and Todgler Project, or FIT Project addresses the .

problem of providing educational and supportive services to rural families

<

with young mentally retarded children. This paper describes the FIT
Y
Project model as it was planned and implemented during its first two

? o .
years, The paper emphasizes: the guiding principles, goals, and. major

components of the project. Vo

—~—

There are many obstacles to providing effective s¢cial, medical, and

educational services to retarded persbns in rural communities. Faced

Qith a‘écarcity of specialized professional personmnel, geographic isola-

tion, and loﬁ densi§§ and dispersion of target populaféons, rural commuhities
must find speciali;ed ways of delivering these services. The FIT Project

has developed a model program for educating young retarded children and -
supporting their familieg in rural areas.

Project Background

The difficulties in providing services for ruvral retarded children

[

nationally are reflected in Middle Tennessee. The“problems became apparent

>

““to agencies serving this population. Sinhce ‘1972, the Early Debelopmgntal

Assistance Program at the Experimentalechool of The John F. Kennedy Center
ior R;searbh on Education and Human Development, Georée Peabody College, has

provided educational programming for preschool retarded children using the

2

model described by Bricker and Bricker (19Y75). Emphasizing parent training” 6 .

and the integration of handicapped and nonhandicapped youngsters, thé

e?

center-based Early Developmental Assistance Program included, in 1977,

weekly educational ¢linics for infants, half day programs for preschoolers and

¢

toddlers, ahd a full ‘day preschool program. As a major- regional resource for ’
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rural communities. . The FIT Project is a "Fisst Chance" project supported

work, children are Viewed as functioning and developing as parts of social

b

hd
~

kY - k]
these seryices, the Experimental School began receiving requests for assistance
9
from professionals and families in the rural communities surrounding metro-

;politan Nashville. The staff responded.by developing a modest outreach pro-

gram. Periodic home visits were made to five families with retarded children.
R .

in a rural community 75 miles southeast of Nashville. Additional outrea-hk’

L < s
- . .

“o

- . ~ s .

efforts included consultation to other early intervention programs with the

$0al of enhancing their capacity to provide educationa’ services for young te-

tarded children:
These modest effcrts were insufficient for the task. It became clear

'%Hat a greater and different ’ .nd of program was required to begin to meet the

the needs of young retarded children in Middle Tennessee. Viewing the problems
. k - :

and resources in Middle Tennessee a; representative of ‘the situation in similar

~ ~ - =

- * 3 .
regions elsewhere in the nation, the FIT Project was created in 1978 to pro-

#

vide a model for meeting the educational needs of young retarded children in

Y
-

~-

a -

“

by the Off%ce of Special Education, U. S. Department of Education
with mafbhing funds supplied by the Tennessee. Department of Mental Health

and Mental Retardation.

[N

: Conceptual Orientations.

+

+

The FIT Project fg guided by an ecological perspective. In this frame-

systems (Hobbs, 1966). Thus, young mentally retarded children are conceived

as embeded im nuclear families, that is, parents and their children, and

pg}ts of broader extended families. Extended families include the extended
v .

kinship system, persons velated to the nuclear family by blood or marriage,

.
i . L

and the informal kinship system consisting of friends, neighbors, and associ-
ates (Pattison, Defranciso, Wood, Frazier, and Ciowder, 1975). Both mentally
retarded children and thgir families operate within larger systems in their

communities. For these children and fam%}ies who are frequently in need of

vice de-

- -,

2 . %
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livery systems_are particularly salient. The politiéally active elements of

the broader community also become relevant since they infiuence the quality’

-

and availablity of required professional services.

. The ecological perspegtiﬁe suggests that children and their social

A
systems are interdependent (Holahan, 1977). “Changes in one part of systems
~:‘)’ v %

are assumed to reverberate and have an inpact on other elemefts. Thus,

»>

children can benefit from intervention aimed at their families and communities.
-In this sense, the targets for intervention include the family and fommunity

systems with the child as the central focus within them. v

Families and communities, especially the community of local professionals,

are seen as important ﬁotential resources for young mentally retarded

a -
children in rural.areas.’ Consistent with the ecological viewpoint as articu-

’ ] . .

- lated by Holahan (1977), the FIT Project aims to enhance the competence and

potency of families and professionals as they facilitate the development of

[N

‘these children. o

%

Another major theme related to the ecological orientation is tte
‘ %

strengthing of liuk;ges between the systems affecting target children

{Thompson, 1979). Linkages are mechanisms for coordination and transfer

of resources, social support, for example, among EYStems. Stronger link-

-

ages are expected to result in an increase in helpful exchanges among the

systems. The project works tp build stronger linkages between parents and

children, among parents, between professionals and parents, and among local

professionals and agencies. But perhaps the best example is the attempt to -
&

link extended with nuclear families more closély around the issue of the re-

tarded child. . There is reason to believe that these linkages may weaken

wheh a retarded iskborn.

Caplan's (1976) analysis of the family as a support system provides a
basis for understanding ways.in which the birth of a mentally retarded child

may deprive the parents of needed support from their extended families. Ac-

:
[+]

cording -to Caplan, a major function of families is collection and trans-

’ ]
mission of information about the world. Family members are usually the
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beneficiaries of information stored and transmitted by other members of their

families. However, while grandparents, for example, may be an important
. . 3 , ’ s
rL:) reservoir of infofmation relavant to rearing a normally developing ‘child, they ,
are less 11ke1y to be knowledgeable about useful rearing s?rategies for -

mentally retardod thlldren

-
-

The extended family is alsc less likely to provide a constructive ideology,

<

Y
- another important support function of families, when mental retardation is
e identified. A family ideology regarding mental retardation would consist of

beliefs, values, and codes of.behavior. For some rural families, ideologies

may be unsupportive of a nuclear family attempting to rear the retarded childs

. ®
at home and provide an intensive educational experience.
. A . -
Another supportive function of families is the provision of guidance
"

)

and practical assistance in dealing with everyday problems. Once again,

* since the extended family members are less likely to have experience with

4 -

mentally retarded children than‘with normally developing children, their
. . )
ability to support parents by providiﬁg guidance and practical may be at- .

tenuated. ' K ' -

s ¢ ol *

Finally, families are an important source of Suppof£ for developing S

emotional mastery when members face crises. It is well known that a birth

<

of a mentally retarded child commonly precipitates a family crisis (Moroney

,1976). Paradoxically, just when parents are experiencing this difficult

[

_crisis, their own parents, often eagerly anticipating a normally developing
4 * h

grandchild, ma§ themselves be so upset by°®the birth of a handicapped child,

that they are tnable to provide the much needed emotional support.

Therefore, while extended fgﬁilies are potential sources of support in

3

rearing mentally retarded chiidren; their effectiveness may be diminished.

The strengthened.linkage between extended and nuclear families should lead to

-

increased social support.

Goals and Objectives

6

The ecological perspective adopted by the FIT Project suggests an in-

Pe
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tegrated effort aimed at child, family, and community: Discrete goals and e °
¢, -'i.’e )
: , objectives-have been articulated for these intervention targets. The goals
i <" and, the activities designed to achieve them are”interrelated, so that the

overall project is a closely coordinated effort in'each community. For

e

clarity and ease of descriptfon, the several goals and activities are dis-
~

cudsed seperately below. -

~ * I ]

‘ The first goal of the project is to develop a demonstration service pro-

1 . .

gram for young fentally retarded children and their families in predominently
. rural areas of Middle Tennessee. The objective for children is to provide a

° » family-mediated edgcational program to enable each child to reach his or her

full developmental potential. The project will train and assist nuclear

¢

family members, primarily parents, in implementing the educational program
' " for their young mentally retard®d children. For extendeds familges, the.pro-

. - ject objective is to assist them in supporting nuclear families.

The FIT Project's second goal is to increase the pool of personnel.

qualified to serve the target population by providing training for profess-

\\\ . ion§ls allied with the enteipri§e'pf eHucatin; young reéarded“Children and

. Ly-ﬁeveloping a replicable inservice fiaining }rogram. The major obiectives .
associated with this goal consist of dgvelo;ing and implementing a prototype
training pro;ram;»evaluating and revising'the prototypé, field testing it

and preparing the £inal product for dissemination.

The third goal is to advance the general expansion of educational ser-

Y
¢

vices to young mentally retarded children and their families in predominatly

“rural areas. The objectives for this goal are to increase public awareness.

-and understanding of these children and the potential value of early in- ’

tervention, to stimﬁlate interest and potential support for additional

’ =

“‘\§ . programs for this population, and to proﬁide technical assistance to local

agencies .interested in and capsble of expanding educational services to

them; ‘ . o
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Establishing the Program in Rural Communities .-

v A3

In view of the fact that fzderal support fom the project would be

limited to three years, ultimate conginuaiion of the program was seen to J
» 8 v il - 5 . - . i
rest primarily in the hands of state and local agencies. The probability |

of continuation beyond the period of federal surport was thou%hq to be

A\ . \ » .~ L)

directly related to how the program related to state agencies and, especi-

©

u

ally, local comgynities during its operation. The way the progrém'was in-

% -

troduced in rural communities was éonsidered'pa;ticularly important.” This =~ <

;
’ i s ~ ;'.
_ section presents a brief discussion of the approach used to start the pro- 1
1
1

ject. ! 3 ’

The FIT Project established programs in three counties in the first

year using the following criteria. Sites were sought'within redch of at

’

least five eligible children.” The communities. selected for the project -

"

also had agencies and p;ofessionals who would ‘be interested in participat-

o \ * . .
ing in the allied professional training program with a view towards sustain- ’ o
ing services over the léng hLaul.- Before sq}écting a site, it was necessary
° l" . & .

to be able to identify a physical location for project activities and a local

agency willing to assist project clients with transportation.

. 8 :
In the beginning, project staff usually contacted local human service
professionals first. The staff operated on the principle that it was

essential for local professionals and agencies to share with the FIT Project

R

a sense of responsiblity for the problems of young mentally retarded children

and their families. Furthermore, the staff aimed to develop a sense of ¢
‘ .

shared ownership of the project as a solution to some of these problems.

. : v
Thus, as in process consultation with organizatiqps (Schein, 1969), the FIT
Project staff worked to identify and foster a feeling of community ownership
o 7 ¢
of the problems and solutions from the very beginnirg. These principles

have been applied successfuly in initiating programs in other communities
\ ,
(e.g., Strauss and Stowe, 1974). é; .

" In the FIT Project cofmunities, local professionals were already keenly’
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aware of the need to develop addition services for the target population.

K

;n general, they had been serving these children and familiéé as well as

P

they-could, but they also clearly recognized their own limitations. After
hearing a descrifitioff of the FIT Project, most accepted it aé-a potentially

useful program.
Consistant with the theme of local barticipation; the staff asked for
4 b s . “
help from local professionals in finding spate for project activities and

o «
-

for transportation for the clients. Local pfbfessionals made the necessary

“

arrangménts easily in each instance.® For example, churches were approached

. =
>

and agreed to house the interveniion program for children. Arrangements for
transportation were negotiated with exsisting transportation resources in

each community. For example, a rural health program agreed to assist in one

county. 4

v

: The -active participation of local professionals in the FIT Project was

greatlz facilita;ed by meetings held in associaiipn with the project training

program. Local participants often used training meetings as an opportunity

to make addition plans for continuing the project. The staff participated-
actively and lent support whenever po;sible. These discussions Qill con~
 tinue with a view towards developing additional state and local support for

the prégram.

An education intervention program for children and families and an

.
é

associated training program for local allied professionals were developed
.ﬂin each county. In November, 1978, the FIT Project began operations in
Léwisburg, the county seat of Marshall C;unty, Tennessee. Located approxi- —
. matly 6Q miles south of Nashville, Lewisburg has an éstimated population
of 18,000 in an area of 377 square miles. The second FIT Project program
began operations in April, 1979, in Dickson, Tennessee. Dickson is the
major town in Dickson bounty. It is 19;ated approximatly»bs'miles west of

Nashville. The county population is aboq; 26,000 in an area of 485 square
: ' (Y8 N

" miles. McMinn%ille, Tennessee, the county seat of Warren County was the

Aruitoxt provia c
. ‘s -, " i "




o . . . .
population é&lose to 29,000, Warren C’pnty covers 4392 square miles located
. -~ ) . ) t

approximatly 75 miIes‘sodtheasg.of Nasvhille. i
- . o 2 ’ . [y

- \ »

Demonstration Service Program

o B
3

The development of a demonstration service programais the first goal of

the FIT Project.’ Eligible children’ referred to the project are screened,

t‘. .

evaluated, and enrolled ig weekly educational ﬁlinics. Operatihg from %

,.

central base at Peabpdy Gollege, staff members meet with small groups of
¥
[ 4

children’ and families&in or near theiy own communities to provide the edu-

clinics from birth to four years of age. The puylic schools are responsible

cational clinic program. ‘The following sections describeitpe services e
offered. . c . .
Project Children _ , i

mMentally retarded children are eligible to partipipate in FIT Project

s

‘ ’ 3 "

. for the education of ﬁandicapped cbaldren from the age of four years (three years

v

for deaf children) in Tennessee. Children can be served in they (a) achieve a

score of less than two standard deviations below.the mean of the normative

population on a standardized test of development\or intelligence, (b) have a’

condition ordinarly associated’with mental retardation, Down's syndrome; for

-
o

example, or (c) evidencé moderate to servere fundtional impairments in four
domains ‘such as fine motor, gross motor, and language. Children may be re-

ferred by either professionals or parents themselves.
By June 1980, 21 children had enrolled in the FIT Project clinics. |

o

L
Their mean chronological age was 17 months. Based on the administratioh

of the Bayley Scales cof Infant Development, these chidren had a mean -
- S *

cognitive age equivalent of 9.0 months. Thé children were a varied

-

group with conditions includiné.Down's syndrome, microcephaly, cerebral palsy,

2

3




hydrocephalus, other neurological damage, and visual and auoitory impair-
4

‘N . . .
mentg., Eight of the children were multiply handicapped. In general, then,- §'3
. — ¥

the populatidn actually served by the project was heterogeneous a%d,;\ther.

“ : oeverly impaired. The families had a wide range of socioceconomic back- - N

- - . $ . , ’
s+ .grounds. Some families had professtonal parents and others received public

ST, ) “ .
} assistance. . . v,
) .

o

. N
Screening and Evaluation, —_ /////»

* When a child,is'referred; a staff member calls the family {to confirm

, ' “their interest'in exploriung possible participation. 1Interested family ) ’

—_— . ~

. - - Y ~
o, memvgrs are screened in their home. THe screening procedure consi§ts Sk\ N

. . Y
. . ‘o . .

administration of the Benver Developmental Screening Test along with informal

observations of the child and family The gervices of ‘the project are ex- =

M m— S \J /\
Plained to the familibs at this time.-, Children who appear zo be eligible on

the basis of the. screEning visit are referred for- evaluation and others are

Il - v .
. Lo . -

referred to mcre appropr1ate agencies.

- -
' - . - .

+

Y

One day psychoedu?ational evaduatiopns aré usually'conducted at Peabody
College. If necessary: to reach the families, the evaluations ﬁre completed

* at the churches housing the/project educational clinics. The.evaluation in- '

cludes a family interview, a psychological evaluation, and an educational

" evaluation. Complete evalhations are scheduled at‘yeérly intervals..

- ‘
”~ » P

.
¢,/ -

Parents and extended family memBers are invited to participate in the

-

evaludtion and are included in the family interview. The ihterview elicits
information abuyt the child's developmental history, family members' views-
of'the child's current level of functioning, their eypectations for their i

child's future, .their major concerns "for their child, and the family living | *

conditions and usual pattern of activities. Particular attention is given to
N ;i

*

sources of stress and availability of support for .the parents. Recommenda-

v

o tions or referrals for the parents or other family members.may result from .
[} - . . -l’
El{j}:* the interviev.. For example._ ohe depressed mother(with suicidal ideation -

wasreferred for paychiatric 'consultation’:-llnterview data guide the staff - .



.
~

~iq:ggrkiﬁg with families.

[y

«r

-

-

J ' S /

The psychological evaluation consists of the administration of a stand-

- +

ardized measure of development or intelligence. The Bayley Scales of.Infant

Development, Mental Ssale and Infant Behavior Record, are used most frequently.

PR

Pargpts are usually present duringh testing.

¢

'The educationél evaluation is %esigned Lo develop‘preliQinEry educationa
goals and int;rveqtign activiti;s. It ethasizes understanding the child's |
~learning précess ;s well as accomplishments Ettained; ;The eva1u§tions avre

ba;ed.on the proéedures d;scribed by Griffith (1954) andbUzgiris“and Hunt

(1975), as well as less formal clinical observafions._ Each child is asessed

in eight domains deriveq'frdm.the branches of dewvelopment presented by these

" authors.. The same domains constitute the areas of intervention for the edu-

catioﬁ%l program.‘.jhey are gross motor‘development, personal-social ‘s¥ills,

hearing and speech.skills, nonverbal communication, eye-hand coordination

2 . »

skills, maﬁipulatEOn ski}}s', cdgnition skills,‘énd verbal and gestural

k4

imitation. Parents also observe the educational evaluation. ‘As a regular

part of the idpcational program, trainers collect this educational data again

. ——

every three months. : . ‘ . T

a

[
»
¢

The findings and Eecommendatiods are discussed with participating

»

family mepbers at the conclusion.of the evaluation. Papents receive

-+
copies of the evaluation reports. . ’ -

Educational Clinics - . ¢

The weekly educational clinics ‘offer

-

activities for children and supporgQ§gr parents. Served by two staff

members ‘desigrated as infant/family trainéss, often with the assistance of
¢ . . " N , ) )
a practicant student, each clinic has.a capacity of five children and

- .

families, Altngugh extended family members are invited to participate ..

in all activities, specfa% evening clinics are held especially for them. .

.

+ The clinics offer a family-dedia?ad;educationél»program.. The
; | : i R N
strategy of training,garents to enhanceé the ﬁ;yelopment.of their young

. ou
~ .
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handicapped children 'has been used widely with favorzile results (see, |

for efample, The Infant, Toddler, and Preschool Research and Intervention
Project, The Portage Pioject, and The Bill Wilkerson Hearing and Speech

' Progfam described in Tjossem, 1976). Parents are viewed as the persons
primarily responsible for implementing the educational program. The

project also aims to develnp a sense of peur suppor: among participating
v

parents. The clinic activities éescribed below were designed

®
within this approach.
The weekly clinics are held for'three hours and include a variety of
/ ' o .
. activities. "These are identified in the sample clinic schedule shown in

, . Figure 1 and ‘described in the following sections. The schedulé shows
, -~ how two trainers work with five parents and children during a clinic

session. The participation of allied professional is also indicated.

9:00 -~ 9:20 Arrival
9:20 - 9:35 Group Parent-Child Training
N Parents-Children 1, 2, 3, 4, 5
Trainers A, B .
9:35 ~ 9:50°, Individualized Parent-Child Parent-Implemented y
i : Training E ‘ ] Activities

Trainér A - Parents-Children 1&2 Parents-Children 4&5
Trainer B - Parents-Children 3 . -

“9:50 - 10:30 * Snack/Home Planning

‘} Parents-Children 1, 2, 3, 4, 5

! Trainers A, B

. _ 10:30 - 11:00 Individvalized Parent-Child " Parent-Implemented .
! ' Training ° Activities :
Trainer A - Parent-Child 4 Parents-Children 1, 2, 3
Trainer B - Parent-Child 35 . -

Trainer A - Parents-Children 1&2 Parents-Children 4&5
Trainer B - Parent-Child 3 . ”

\
11:00 - 12:00 . Parent-Family Training/Discussion Children's Group
. s Group ¢ )
Trainer A - Parents 1, 2, 3, 4,’S Trainer B.- Children 1,
: 2, 3, 4, 5
Allied Professionals
%/ Sample FIT Educational Clinic Schedule '

> L . o

- ‘ EL'i?_% . .;\ R Figure 1 1.1? J g




Opering Activities. The clinic begins with a period of informal

a

gcreting and discussion among parents and staff when families first arrive.
~ Parents appear to gain support from the staff and from one another as
they describe children's progress ard other significant events of the

preceeding week.

The group parent-child training session is a natural continuation
of the arrival period. Parents and children participate in group songs

and activities in which each child is recognized and welcomed.

Ininidualized‘parentvchild training. The purpose of these sessions
is to teach parents how to implement activities at‘home to enhance their
children's development. Short term-and long term goals for children are
selected within the eight intervention d;mains used by the project. The
domains were reviewed above in connection with the educational evaluation.
It is,criti;al that parents participate in the selection of goals for
children s& th;t the program is responsive to their aspirations for their
children. The selection of child goals is guided by the evaluation data

T ;nd observation of the child and family in their first few clinic sessions.

Trainers demonstr te activities désigned to achieve the edu:ationai

- : goals and parents sel. Jie.or two that they agree to.carry out at home

during the follsowing week. Trainers then assist them as they practice,

A

a ’

the activities during the clinic. A written description of the activities

and « rationale for each is given to the parents on a‘home activities form

-

developed.by the staff. On the reverse side of the form, paredts are
encouraged to record, day by day, the activities they attempted and their
' &

T, . : ’
children's progress. These records are the basis of a weekly review of

the parents work with their children.

. . Curriculum activities are drawn from many pub%ished-sources.‘ To assist
' trainers in selecting appropriate activities, 89 existing curricula were
. . N N .o 2

. reviewed in indexed to describe their.coverage of the eight project inter-

1

vention domains. 1 4




According to parents' repo.ts, they find the activities suggested for

13

them suitable and actually try to use most of them at home. Twelve of the

20 parents served during the second year attempted at -least three-fourths

of the activities suggested by the FIT Project staff. Data allowing an

evaluation of children's progress in the program is being collected on a
continuing basis during the clinic sessions and yearly re-evaluations.

During the snack/home planning time, parents implement educational
activities with their children in an actual car~taking context. The parent
implemented activities“time includes additional practice of the activities.
In addition, parents use this time to reviev materials in the parent

library provided for them.

Parent/training discussion group and children's group. The parents

- <.
.

training/di.cussion groups expose parents to general information con-

.cerning child development, child rearing, and use of community resources.

They also are expected to be a major vehicle for the development of a

sense of group support among participants. The sessions are flexible,

including formal-presentations of relevant topics such as, language
sessions are conducted in a discussion format following the model suggested
by Auerback. (1968) 'in which parents select the topics for discussion and
encourage in mutual sharing of experiences and group problem solving.

The children's group provides additional'opportunities for observing
the children:s behavior. Allied professionals use children's gfoup to

practice observation and interventior skills under the supervision of

project staff.
¢

A review of the attendance at educational clinics for the second

. project year revealed tHat 14 children participated regularly (defined as

attending more than 2/3 of sessions schedules for them). Seven participated

less regularly. Illness among the child was the major factor contrib-




uting to poor attendance for some families. The attendance dgt;»indicate
that the clunics enabié many rural families to participate in regualr
educational activities for their mentally fetarded children. At the same
time, there ave some families who elect to participate only sporadically.
Further experience with the clinic model should help clarify the charac-
teristics of families with high and low rates of participation and suggest

alternatives for the latter grcup.

Extended family clinics. Extended family sessions have been

LS

schedgled in the evening at six to eight week intervals at each clipic sité.
In general, the sescions involve extended family members in support of the
nuclear family. More speciiically, the extended f;mily program is designed
to (a) provide factual information to extended famiiy members and inform

- them about mental retardation so they can communicate with parents on the
basis of accurate data rather than folktalesz (b) to help extended family

members develop a constructive set of ideas, values and attitudes about the

retarded child in their family, (c) inform extended family members abou: ways

they can be helpful to parents to retarded children, for examﬁlé, by providing
~ additional babysittirng, and (d) to assist grandparents and other relatives

to cope with the frequent emotional crisis surrounding the birth of a handi-
A .

capped child.

The format of the family clinic parallels the weekly daytime clinics.
An arrival time and welcoming activities are followed by a single individual-
i1zed graining session for each family. A famil§ groub/training discussion
period is also included. Thus, family members are presented with specific in-
formation about how to help their chilé, genéral informatién about mentally
retarded children and their development. They can léarn ways of thinking
constructively about mental retardation and working through their
e%otional reactions to the retarded child in their family. Most importantly,
the staff commgnicates the attitude and expectation that famiiy Zcxbzus will

he dnvolved with the care of the chiild and will help the parents. 1 6

-




Local allied professional training program

The major purpose of the FIT training program is to develop addisional
specialized professional resources in rural communities to provide edgca-
tional and supportive services for mentally retarded children and the;r
families as specified in the second project goal. In Middle Tennessee,
training activities serve as an important vehicle for ensuring the contin-

uvation of the services begun by the FIT Project. The training program will

be prepared for dissemination as well, so that it will be available for

<

training professisnals in other rural areas. The program and participating
local professionals are dg§cribed below. )

The FIT Project training program is aimed at rural professionals who
have the potenéial for increa;ing the ;ervices they provide to the target
population. These professional may be identified with a variety .of diciplinés.
Their professional training usually have provided them with some of the
c;ncepts and skills necessary to provide se:viceslto thE“yﬁhﬁédrétar;;d
children and their faﬁilies, but they are currently unable to provide the
services because there are major gaps in their expertise. For example, ;

"

special education teacher in a local phﬁlic school can be expected to be
fam{liar with tea.ning methodology. ?éw teachers, however, have'beéh éipoéed
to information on handicapped infants during their training. On the other
hand, public health nurses may be quite knowledgeable about early child -’ y
development while having had little systematic e. ‘osure to diagnostic-
prescriptive teaching approachs for the yodng héndicapped~child.

Oéher considerations are aléo important for local pr;fessionals.
Trainees' personal and professional goals should include providing expanded
sgryices to young retarded children and their families. It isbparticularly

. . '
helpful {f trainees are permanant residents of the community with firm

local roots and a continuing committment to enhance the qualit& of life

in the area.
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Finally, it is absolutly essential that partiéipating local pro-
fessionals have the support of theig agencies for participating in the
trafﬁing program. Ordinarily, trainees will be employed by human service
systems whose mission and goals inzlude providing serviceé for young re-
tarded children and their families. These agencies, then, will view the
training orogram as an asset, helping them achieve their own objectives
by providiné'valuable inservice training for their staff. .

'.ﬁsing thé above considerations and guidelines, the FIT Project had
recruited 23 local allied professionalf in the three project communities
by fall of 1979. P;rtigipants included two directors of speci;l education
for local school systems, three other educators from special education,
head start, and high school child developmeng;programs, two school psy-
chologists, a psychologist who is director of a local mental health center,
four nurses drawn from a private physicians clinic, 2 public health 6ffice,
and a hospital, two regionai coordinators f=r child development services,
five membgrsbof regional public heal}h child health and develbpment teams, and
‘three social workers and an adminisgrator employed by the community services
c0mponegt of the regional‘state faci}fty for megtally retarded persons. " A

e -

systemic survey of these participants-at-the beginningfof~the~traigingﬁ -

—

r

program revealed that, as a grobp, they are local professional with sub-

stantial experience in their respective fields. Their agencies have a

committment to provide services for young mentally retarded children and
theit.families. Howevgr, when recruited, the majority of' these professionals
provided at most a limited range of services t; the target population.
These trainees, then, do appear to have a good probability, with appropriate
‘training, of increasing theflevel and ranfe of services they provide.

The inservice traininé program 1is quite comprehensive.. Based on an
analysis of the compentencies required to provide quaiity educational”

5

services, t{aining'includes the following conten: areas: early child

development, developmental deviations, and §13§icapping conditions, educational

¢
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programing and curriculum development, diagnostic-perscriptive teaching,
parent training,‘gnd community liasion. The training includes both(didactic

and practicum experiences.

an

Participation in the program requires a substantial commitment of .
time from participants and their agencies. The program consists ot an
initial nine months of training in the areas specified above followed by n\k

R ~
the possibi%ity of further training and supervision as local professionals
expand the servzces they provide to mentally retarded children. The nine /
month program is offered in four-week cycles consisting of a one “alf day
seminar in the local community, a full day of training activities in
Nashville, another half day local seminar, and a ha}f day practicum exper-
ience carried out locally. In the seminars, trainees are exposed to relevant
theory, technique, and research They also have an opportunity to carry
out observation and intervention projects with the infants and parents in

- the FIT Project clinic under the snpervision of the staff., Full day train-
ing activities include tours:of services for retarded persons and lectures

and workshops on re1evant topics cy consultants.

Participating professional have found the training program bnth .de~

o

manding and rewarding. Attendance has been igl and articipation enthusi-
astic. The data compiled for the 18 profesaicnals participating in
June, 1979, shoos that all trainees attended more than 60% of)the scheduled ,
sessions while tem participants attended more than three quarters of ali'
scheduled activities. Since trainecs hold fulltime jobs with heavy pro-
fessional responsibilities,lthis level of participation strongly suggests
that both trainees. and their agencies perceive the program as valuable.

The training program was also evaluated through the use of four specially
 designed instruments. A content evaluation measure has been developed to
© test trainees knowledgeaof information coWered in the program. It is

administered at the beginning and the end If each segment of the training

program, Before, and arter the program, both trainees and their pro-




- N
o

ject supervisoér raﬁe their- professional conpentency in relevant domains.
Also, each seminar and training experience is rated on several relévant

# dimensions. Finally, tfainees are asked to describe on a objective question-
;airé the level and types of services they provide to the target population.

-

. Their responses before and after participation in the program will be com-

<

pared.

At tbis early point in the program, only limited'data have been collected
and analyzed. Nevertheless, some very preliminary results can be mentioned.
Participants appear to rate these seminars highly and to learn from then.

The first six persons enroli;d attended and rated 17 training seminars
through June 1979. They used a five point scale with one ‘defining the un-
favorable and five the favorable end of each dimension. The seminars were
described as generally useful (M=4.0), easy to understand (M= .), well
organized (M=4.2), and interesting (M=4.4). The same group of trainees
evidenced significantly increased knowledge on the content measure following
pa}ticipation in the first segment of the nine month training sequence. These
preliminary data appear promising. Additional data rélevant to evaluating

the training program are being collected. . ,
Public Information and Technical Assistance N f

SN = [ - - Ll - ,, Y

The FIT.Project has adopted a number of stratiges to encourage the
dévelopment'of additional education?1 services to young, rural méntally -
retarded children in Middle Tennessee. ~ Descri?tions of the project in
local print and broadcast media hfve helped maie the public aware of the
needs‘offthese you;gsters and an approach to helping them. The staff
makes frequent presentations to professionals and laymen to keep them in-
formed qiso. Finally,'}he staff provides extensive technical assistance
to‘agencies in rural areas to assist them to provide expanded 6r improved
services to young handicapped children and their families. To illisFrate,

the staff worked with a consortium of local organizations and individuals

in Marshall County to mount a coynty-wide héaring screening program for J
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Conclusions

-

This paper described the FIT'model as it emerged éuring the initial
phases of development and operat}on. The results so far suggest some very
tentative conclusions.,

-An ecological persp;ctive is a useful guide in buildiné educational
services for young mentally children and the}rhfamiliés in rural areéas.
jThis viewpoint highlights the importance of families and communities,
particularly allied professfonals, as local resources for the children.

The related notions of enhancing the competence and .potency of the family

and community systems related to the children and of streggthing‘linkag;;
among themralso éppeaf to be fruitfull orientayioné.

The components of the FIT érojecf merl have been articulated and
implemented. The model emerges as a coordinated thrust aiming §imgltane-
ously at children and families, the professionalc serving them, and the 3
broader comjunity. These three efforgs aré integrzted and mutually sup-
portive. As the model was put into piace, the components'began to have a
: c;talytic'effect upon one another. Elements began to interact and combine
in upanticipated ways to advance the work. An atmosphere of excitment
developed and became contagious amouhg the sta;f, local professionals,

“ ?

“and families.. 'Now, as we approach the conclusion of the project in June,

-

" 1981 we are able to see FIT Project services offered on a continuing
basis in each project community, supported by various combinations of
state, local and private sources. Our confidence in the model is en-

hanced by the fact that it was accepted and continued by the rural

communities themselves,

“19
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